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Case Report
Endoscopic Management of Perforation
of Right Hepatic Duct Following Non-Surgical
Abdominal Trauma
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Isolated bile duct injuries after blunt abdominal
trauma are rare. Surgery is the usual mode of treat-
ment. We report a patient with a right hepatic duct
injury following blunt abdominal trauma who was
managed successfully by endoscopic papillotomy.
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INTRODUCTION
Biliary tract injuries occur in 1-5% of cases fol-
lowing abdominal trauma [1-4]. Over 80% of
such injuries are caused by penetrating trauma
[2, 4-6]. Blunt abdominal trauma accounts for a
minority of cases. About 80-85% of such inju-
ries are sustained by the gallbladder whereas
injury to the bile duct occurs in 15-20% of cases
[5, 6]. Such cases commonly have other associ-
ated injuries and invariably require surgical
management. We report a case of isolated right
hepatic duct injury following blunt abdominal
trauma, which was managed endoscopically.
CASE REPORT
A 35 year oldman presented following a fall from
a height with his abdomen striking the ground.
He remained well until three days late when he
noted gradual distension ofhis abdomen. He had
low grade fever but no jaundice. Physical exa-
mination revealed a febrile (38C), ill looking
man without jaundice. The abdomen was dis-
tended and there was mild diffuse tenderness.
There was no organomegaly and bowel sounds
were normal.
Laboratory investigations revealed hemoglobin
10.6 g/dl, total leucocyte count 11.5 109/1,
total bilirubin 34 lumol/1, alkaline phosphatase
200 IU/1, AST 56 IU/1 and ALT 36 IU/1. Chest
radiograph was normal. Abdominal ultrasound
revealed free fluid in the abdomen with some
loculated collections. Peritoneal fluid was bile
stained with a bilirubin level of 1530 lumol/1.
Hepatobiliary scintigraphy confirmed a leak from
the right hepatic duct (Fig. 1). An ERCP revealed
the common bile duct andcommon hepatic ducts to
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FIGURE 1 99 m-Tc mebrofenin hepatobiliary scan show-
ing extravasation of radionuclide activity (arrow).
FIGURE 2 ERCP picture showing leakage of contrast from
right hepatic duct (arrow).
be normal. There was a leak of contrast from the
right hepatic duct (Fig. 2). Endoscopic papillotomy
was performed. The abdominal distension gradu-
ally subsided and repeat hepatobiliary scinti-
graphy performed seven days later confirmed
closure of the biliary leak. The patient remains
asymptomatic after more than one year.
DISCUSSION
Our patient presented with bile ascites due to
right hepatic duct injury followingblunt abdomi-
nal trauma which could be managed success-
fully with endoscopic papillotomy.
Biliary tract injuries following abdominal
traumamaybe diagnosed incidentally at laparo-
tomy. These injuries have significant morbidity
from fistula and stricture formation and are asso-
ciated with a mortality of 10% from other organ
injuries [4,5]. Biliary injuries following blunt ab-
dominal trauma are uncommon. The gallbladder
and extrahepatic.bile duct are protected from
blunt abdominal trauma by the rib cage, liver
and surrounding viscera. Usually, forceful direct
trauma or rapid shearing forces are required to
damage the gallbladder and biliary tract [4]. The
mechanisms leading to bile duct injuries are not
clear. Multiple factors, including shearing force
as the liver moves in a cephalic direction, relative
rigidity of the bile ducts, rapid emptying of the
gallbladder and direct force applied to the duct
are thought to be responsible [4].
The right hepatic duct is a relatively unusual
site for perforation following blunt abdominal
trauma. Bile duct injuries secondary to abdomi-
nal trauma commonly occur at the sites where the
common bile duct enters the pancreas and where
biliary confluence exits from the liver. These sites
are points of maximum fixation and are more
prone to injury [1-5,7,8].
Our patient presented 72 hours after trauma.
Such delayed presentation is known and occurs
in53% of cases [9]. Early presentation (shock and
acute abdomen) and late presentation (obstruc-
tive jaundice) acccount for the remainder of cases
[4]. Delay ranging from a few hours to 60 days,
has been reported between clinical presentation
and surgical intervention for isolated bile duct
injury [7]. Delayed presentations includes symp-
toms like jaundice, abdominal distention, ab-
dominal pain and fever, due to extravasation of
bile in the peritoneal cavity, which were all seen
in our patient.TRAUMATIC BILE DUCT PREPARATION 247
Patients with an acute presentation usually
require emergency laparotomy for associated
vascular and other visceral injuries. Patients
with delayed presentation require intravenous
fluids, antibiotics and analgesics and later sur-
gery. The choice of operation depends on the
type of biliary injury. For hepatic duct injuries
different surgical techniques employed are en-
teric anastomosis, primary repair, ligation or he-
patic resection [4,10].Hepaticodochojejunostomy
is the preferred surgical technique. Nowadays,
endoscopic management has an established
role in the treatment of post operative bile duct
injuries and spontaneous perforation of the bile
duct [11-15]. In partial, bile duct injuries follow-
ing cholecystectomy, endoscopic techniques such
as endoscopic papillotomy, biliary stenting and
endoscopic nasobiliary drainage have been used
successfully [11]. However to the best of our
knowledge there are no reports on endoscopic
management of biliary tract injury following
abdominal trauma.
In the present case, endoscopic papillotomy
proved to be a safe and effective treatment. Like
post-operative biliary injuries, partial bile duct
injuries following blunt abdominal trauma can
also be managed endoscopically. However, this
modality of treatment is suitable for patients with
delayed or late presentation andwhen there is no
evident injury to vascular structures and other
viscera.
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